The benefit of primary pecutaneous coronary intervention (PCI) using stents has been proved with numerous studies in ST segment elevation myocardial infarction (STEMI). 
standard interventional techniques, without routinely dilating stent after implantation. All patients received standard pharmacological therapy including unfractionated heparin, aspirin, and clopidogrel. Aspirin (80 to 300 mg/d) was maintained indefinitely and clopidogrel (75 mg/d) was prescribed for a minimum duration of 6 months.
Definitions and End Points
Patients were analyzed for ST and major adverse cardiac events (MACE) by using office follow-up charts and telephone interviews. Follow-up period began with in-hospital period and extended up to 2 years. MACE was defined as death, repeat myocardial infarction (MI) (STEMI and non-ST elevation myocardial infarction [NSTEMI] ), target lesion revascularization, and target vessel revascularization. MI was defined as presence of at least two of the followings: ischemic symptoms, new electrocardiographic changes compatible with ischemia, and raised creatinine kinase-MB levels >3 times the upper limit of normal. Target lesion revascularization was defined as a repeat intervention (surgical or percutaneous) to treat luminal stenosis within the stent or proximal or distal 5-mm edge segments. Target vessel revascularization was defined as repeat surgical or percutaneous intervention driven by any lesion located in previously treated vessel. ST was defined as definite and probable according to the Academic Research Consortium. 8 
Statistical Analysis
Continuous variables were presented as mean AE 1 standard deviation. Yates chi-square or Fisher exact test was used to compare the groups on qualitative variables (comparison of two proportions). Unpaired Student t test or Mann-Whitney U-test was performed for group comparison with continuous, nonparametric, or parametric variables. All statistical analyses were performed using Instat (Instat V3.05 2000, GraphPad Software, San Diego, CA). For all analyses, a two-tailed p < 0.05 was considered statistically significant.
Results
The mean age was 53 AE 11 years in the SES group and 59 AE 11 years in the PES group (p ¼ 0.03). There were no difference between the two groups in cardiovascular risk profile and cardiac history (►Table 1). Stent length was 26.2 AE 6.4 mm in the SES group and 21.7 AE 7.4 mm in the PES group and the 12 In this randomized trial, there were no significant differences in clinical outcomes between patients receiving SES and PES. However, data from the comparison of the different DES type in primary PCI are very limited. The PROSIT trial randomized 308 patients with STEMI to SES and PES. 13 There were no differences regarding primary end points (death, reinfarction, ST, and target lesion revascularization) between two stents in 12-month follow-up (5.8% in SES vs. 11.7% in PES; p > 0.05).
The results of that study were also consistent with our findings. T-SEARCH and RESEARCH registries compared SES and PES in different clinical situations including STEMI. 14 In the relatively small subgroup analysis the incidence of MACE was similar between SES and PES groups. ZEST-AMI trial compared the effectiveness of zotarilimus-eluting stent, SES, and PES in primary PCI patients. 15 This multicenter, prospective, and randomized trial included 328 STEMI patients. At 12 months, cumulative incidence rates of MACE between zotarilimus-eluting stent, SES, and PES groups were not different from each other.
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The rate of ST in our study (definite and probable according to Academic Research Consortium criteria) was 6.25% in the SES group and 7.59% in the PES group at 2 years. This rate was much higher than the previously reported rates of ST in large meta-analyses, which showed rates of cumulative ST to be 1.5% for SES and 1.8% for PES at 4 years. 16 It was also higher than 1.3% reported ST rate for the PES group in PROSIT trial.
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In SES arm of TYPHOON trial ST rate at 1 year was 3.4% and in PES group in HORIZON-AMI trial ST rate at 1 year was 3.2%.
7,17
The difference between ST rates may be due to several reasons. First, the STEMI itself is an independent predictor of ST. In the report by Romano et al, ST rate at 2 years was 3.2% in real-world STEMI patients treated with DES which was higher than previous trial of DES that included only elective cases 18 (ST rate ranged from 0 to 1.1%). Second, the high rate of ST in our study may be related with patient characteristics, as 10% of our patients were in shock; in-hospital thrombotic rates and mortality was higher than previous randomized trials. Similarly, recent report of real-world patients showed 5.1% ST (definite and probable) at 6 months which was very high. 19 Third, the definition of ST may differ between trials.
Some studies defined ST as angiographic documentation of thrombus in stented vessel. But this definition did not include Academic Research Consortium defined probable ST. Angiographic documentation of thrombus in the present study was 2.08% in the SES group and 5.06% in the PES group. Fourth, almost all currently available trials have provided relatively short-term data (<12 months) which did not reflect the incidence of very late ST (>1 year). In our trial very late ST rates were 2.08% in the SES group and 2.53% in the PES group, so high ST rates may be related with the 2-year follow-up period of our study. But at the end it is hard to draw clear conclusion regarding ST from such a small number of patients and bigger trials are needed to clarify this issue.
The most important limitations of our study were retrospective design, small sample size, and the lack of multivariable statistical analysis.
Conclusion
The present trial showed that in patients with STEMI who were undergoing primary PCI, SES and PES had similar outcomes in a 2-year follow-up period. The reason for high ST rates in our study need to be investigated with further prospective and randomized clinical trials.
